the tissue involved in steroid production by wedge resection results in the lowering of androgen and cestrogen levels. The absence of the inhibitory action of these steroids on the pituitary may then restore the necessary pituitary-ovarian balance resulting in ovulation.
The work of several investigators has indicated that the enzymatic activity in the follicles depends to a considerable degree on the state of development of the follicle. Thus primary follicles have very poor 3,-ol-dehydrogenase activity. There is increased activity in developing follicles and the granulosa lutein and theca interna of the corpus luteum has very high activity (Ikonen et al. 1961) . Patients with the Stein-Leventhal syndrome are capable of producing large quantities of cestrogens and progesterone, if and when ovulation is induced using various gonadotrophins or gonadotrophin releasing agents. This may be due to the fact that the multiple corpora lutea formed, which are normally much richer in enzymes involved in steroidogenesis, have sufficient levels of enzymatic activity present to override enzymatic abnormality of the polycystic ovary itself. The nonhomogenicity of various follicles involved in steroidogenesis within the polycystic ovary itself and alternative pathways of cestrogen synthesis by the ovary must also be explored. Roy 
Stein-Leventhal Syndrome
The image conjured up by this euphonious title is useful in directing our attention to an abnormality which can often be corrected by a simple operation. However, continuing experience of the disorders encountered throws up certain deviations and discrepancies which are worth discussing in more detail.
The diagnosis should be suspected in young women complaining of oligomenorrhoea or amenorrhcea before they reach the stage of complaining of infertility. The history may reveal episodes of amenorrhoea lasting from three months to more than a year and in some cases the complaint is of primary amenorrhoea.
The examination: Hirsuties may not be complained of by the patient but simply accepted as a nuisance to be kept under control. It is important, therefore, to look for evidence of excess hair. It is much less noticeable in blondes than in brunettes and it may be complicated by familial or racial incidence.
Pelvic examination may be informative in that one or other ovary can be felt to be enlarged. It is, however, only of positive exclusive value when both ovaries can be felt to be of normal size. If this, together with the other special tests, is inconclusive (it often is, because the patients are fat) examination under anisthesia is necessary. Curettage should always be done: it may show either proliferative or secretory changes. However, cystic glandular hyperplasia has been found in 30 % of the cases I have seen.
Special investigations: These have been discussed and the point I would make is the value of endocrine cytology in showing up an altered cestrogen/progesterone ratio with androgenic features, suggesting the possibility of abnormal ovaries.
Diagnosis: Polycystic ovaries are visualized by culdoscopy or peritoneoscopy.
Course of the disorder: (1) Spontaneous cure may result if pregnancy occurs during one of the ovulatory cycles that occur from time to time.
(2) Spontaneous resumption of regular periods may occur while the patient is waiting to come in for wedge resection.
(3) The disease may smoulder on, or (4) progress to permanent amenorrfhea. Treatment: These possibilities must be kept in mind when treatment is being considered for anything one does is likely to be followed by spontaneous resolution. Cortisone has been used with claims of success but, in the absence of any scientific basis, these have probably been spontaneous cures. Gonadotrophins and clomiphene are agents which can produce ovulation; I have a small experience only of clomiphene and this has been disappointing. The mainstay of treatment is the empirical operation of wedge resection of both ovaries and the question is when it should be carried out. Indications for wedge resection are infertility and pain; it should not be done for any other reason.
Results of treatment: The hirsuties has not improved in any case although the patients have subjectively felt that it was not quite so bad.
Ovulation has occurred following operation in 80 %Y of cases as judged by regular periods; basal temperature charts support this. The periods often become irregular after several months, however; a smaller number (50%) are still having regular periods after one year. Pregnancy following operation does not occur as often as one might expect although different authors produce very different figures and Stein (1949) says that the figures improve as the years go by. My own figures are about 10% pregnancy. The point about results improving with time is odd. It is difficult to ascribe these pregnancies to the operation when they occur five to ten years later; such cases suggest instead that the patient has gradually got better by herself over the years.
Histological features: The findings in these ovaries are subject to some debate but there is no doubt that the histological appearances do not necessarily reflect their biological activity. The findings are interesting, however, because they are or should be a consistent feature of the syndrome. In a previous study (Roberts & Haines 1960) we found no difference in the degree of thecosis between controls and patients suffering from the Stein-Leventhal syndrome nor was there any marked difference between these ovaries and the controls. The naked-eye appearances of thick capsules with many small cysts bulging through the cut surface are the only consistent findings. Corpora lutea are seen in a varying proportion of cases. Commonly the ovaries are enlarged by the multiple small cysts but not always, and the smaller variety seems to benefit less from operation.
The Stein-Leventhal syndrome encompasses patients who show evidence of excessive production of androgens producing hirsuties, excess androgen and cestrogen at the same time, that is hirsuties and cystic glandular hyperplasia; both of these are helped by a simple operation, or get better spontaneously. The material removed at operation shows no specific histological features and can be found in ovaries removed from patients showing neither of these features. I think, therefore, that one is entitled to question the existence of a syndrome and ask whether we are seeing just one part of a variety of metabolic upsets.
